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DISCUSSION
Harvesting the long saphenous vein by means of multi-
ple small incisions and use of the mayo strippers is
a well-recommended technique.2 We found that SVH was
associated with less wound complications and wound
pain, required shorter length of hospital stay, and did not
add any cost to the procedure. It did not prolong the overall
operative time nor compromise the vein quality both mor-
phologically and functionally. We found that this maneuver
facilitated vein dissection. It kept the vein very well
hydrated and protected its integrity. It facilitated removal
of the debris and clots generated after sliding the stripper.
Further research is required to evaluate the potential bene-
fits of this maneuver.
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FIGURE 2. Pain score is much higher in the open vein harvesting tech-
nique group.
Brief CommunicationsElectromagnetic interaction between an axial left ventricular assist
device and an implantable cardioverter defibrillator
Farhad Bakhtiary, MD, Panagiotis Therapidis, MD, Mirela Scherer, MD, Omer Dzemali, MD, Anton Moritz, MD, PhD
and Peter Kleine, MD, PhD, Frankfurt am Main, GermanyAs the prevalence of advanced heart failure continues to in-
crease, implantation of the left ventricular assist device
(LVAD) has become an excellent bridge to cardiac trans-
plantation, recovery, or other future alternative therapies.1,2
There is some evidence that LVAD therapy itself promotes
new onset of ventricular arrhythmias in this patient group.1
Implantation of an implantable cardioverter–defibrillator
(ICD) is one treatment choice. There is little information
concerning device–device interaction between the LVAD
and ICD.2
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doi:10.1016/j.jtcvs.2008.02.0721380 The Journal of Thoracic and Cardiovascular SThis report describes the case of a patient with intraoper-
ative interaction between the LVAD and a newly implanted
left-sided ICD, which was ultimately solved by right-sided
reimplantation.
CLINICAL SUMMARY
A 54-year-old man was admitted to our institution in No-
vember 2006 with medically unresponsive end-stage heart
failure resulting from dilated cardiomyopathy. He was in
cardiogenic shock with a left ventricular ejection fraction
of 15% and received extracorporeal membrane oxygenata-
tion for 1 week. Implantation of a Thoratec HeartMate II
LVAD (Thoratec Corporation, Pleasanton, Calif) with addi-
tional tricuspid valve annuloplasty was performed 10 days
later. The LVAD inflow was positioned at the left ventricu-
lar apex, the outflow in the ascending aorta, and the device
itself in the left upper part of the abdomen. His postopera-
tive course was prolonged by respiratory insufficiency and
intensive polyneuropathy. Finally, 100 days postopera-
tively, the patient was transferred to a neurologic and car-
diac rehabilitation unit. After 6 weeks, the patient couldurgery c November 2008
Brief Communicationsbe discharged from the rehabilitation center in good clinical
condition.
Three months later, he was referred to our outpatient de-
partment for recurrent ventricular tachycardia. It was de-
cided to implant a single-chamber ICD (Ela Ovatio VR;
Sorin group, Saluggio, Italy). Transvenous lead implanta-
tion using a bipolar dual-coil lead with active fixation (Ken-
trox SL-S; Biotronik, Berlin, Germany) was uncomplicated
(R-wave sensing, 8.5 mV, pacing threshold 0.75 mV, im-
pedance 405U). The generator was implanted into a left sub-
pectoral pocket. After lead connection and replacement of
the same generator in the pocket, sufficient telemetry be-
tween the ICD and the defibrillator programmer could not
be established despite use of multiple programmers and pro-
gramming head positions. The telemetry head always re-
ceived electromagnetic signals even when placed far away
FIGURE 1. Chest x-ray film showing an axial left ventricular assist device,
a single-chamber implantable cardioverter–defibrillator, and a transvenous
screw-in lead.The Journal of Thoracic and Cafrom the generator. Because of inability to interrogate or re-
program the ICD in this location, we decided to reimplant
both the lead and the generator in the same setting on the
right pre-pectoral position (Figure 1). After implantation,
ICD telemetry was stable and successful and ICD function
undisturbed with successful termination of provoked ven-
tricular fibrillation.
CONCLUSION
Some reports described the deleterious hemodynamic and
clinical effects of ventricular arrhythmias in patients with
LVADs, whichmay be caused by electrical instability owing
to the underlying disease or mechanical disturbance by im-
plantation of the apical inflow cannula.1 As LVAD and
ICD therapy is being used concomitantly more often in
this patient group with end-stage heart failure, device mal-
function resulting from interaction has to be avoided.2,3
This report presents the case of a patient in whom intraoper-
ative ICD interrogation was impossible owing to massive in-
terference with the LVAD electromagnetic field. This
problem could be solved by ICD displacement to the right
pectoral side. The device–device interaction may be pre-
vented by preoperative scanning of the thoracic wall using
the ICD telemetry head, which should not display receipt
of any electromechanical signals unless placed on top of
the ICD generator. In cases of doubt, the generator should
be implanted contralateral to the LVAD position, in the ma-
jority of cases at the right pectoral side rather than the left
side.
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